Inequities in breastfeeding rates tell us that we are not doing a very good job of facilitating breastfeeding within many communities globally. When we study the social contextual factors that influence breastfeeding inequities, it quickly becomes clear that these factors are complex and interrelated. The public health framework supported by the World Health Organization and the American Public Health Association for studying these important factors, the social determinants of health, has helped to focus researchers' attention toward examining the influences of poverty, race/ ethnicity, social status, and gender. As a result, we better understand some of the complexities inherent in breastfeeding inequities globally, particularly those inequities amenable to be researched using epidemiologic and other quantitative approaches. Other aspects of breastfeeding inequities remain obfuscated. For example, poverty, race/ethnicity, and gender when considered as separate entities can be measured, and the relative importance of each determined within a specific circumstance. However, in a real-world context, poverty, race/ethnicity, and gender cannot be separated; they are the lived world for many women and do not have separate influences on daily life. Yes, researchers can do sophisticated statistical techniques that combine all of these factors, culminating in a model representing the realworld context, which are meaningful in many ways for those who plan and conduct breastfeeding support and promotion programs. We at JHL are interested in bring our readers these types of articles because they are useful to both researchers and clinicians. We are also interested in bringing you other approaches to researching breastfeeding inequities.
Although inequities in breastfeeding have existed for a very long time, research concerning why these inequities exist and how they came into being have occurred relatively recently. How and why questions are hard to address quantitatively. Usually, qualitative research is able to address these questions more adequately. One particularly relevant qualitative approach that takes into consideration the entire social context related to breastfeeding inequities is analysis of institutionalized racism, often termed structural racism (Dodgson, 2012; Jones, 2000) . According to the Center for Social Inclusion (2015), "Structural racial inequity is more often a cumulative result of how multiple institutions and policies intersect, rather than the result of an individual or organization's action" (p. 6). By analyzing our social institutions for possible bias built into the ways they function, we can then make change that will meaningfully affect entire populations.
Another very meaningful use of qualitative approaches to address breastfeeding inequities comes from the intersection of public health and historical research. Compared with other social science and humanities research about breastfeeding, very few histories of infant feeding exist. A notable exception is the work of Jacqueline Wolf, who is a member of our Editorial Review Board. Dr. Wolf (2001 Wolf ( , 2003 has published in-depth explorations of the intersections between history, public health, and infant feeding. Understanding the historical context, issues, and influences helps us to contextualize our responses to issues occurring today. For example, the affects of government policies on specific populations could assist us in creating more culturally relevant public health programs. For many of the indigenous people in the United States, the government policy enacted in the 1950s to move American Indian people off reservations and into cities changed traditional infant-feeding practices profoundly with long-lasting effects (Dodgson & Struthers, 2003) . We need more research on the history of breastfeeding among different groups. We should document how population shifts (immigration), social upheaval, and social policies affect breastfeeding.
In this issue, the article by DeVane-Johnson, Giscombe, Thoyre, Fogel, and Williams (2017) suggests that historical trauma has been a major influence on the slow improvements in breastfeeding rates among African American women in the United States. Historical trauma was first conceptualized in studies with Holocaust survivors and their children. Since the latter part of the 20th century, it has been widely accepted as relevant, pervasive, and cross-generational among indigenous scholars (Smith, 2012) and others (Mohatt, Thompson, Thai, & Tebes, 2014) . Historical trauma has been defined as having three components: "A 'trauma' or wounding; the trauma is shared by a group of people, rather than individually experienced; the trauma spans multiple generations, such that contemporary members of the affected group may experience trauma-related symptoms without having been present for the past traumatizing event(s)" (p. 129). The connection between historical trauma and health has been documented by measuring health-related outcomes in populations experiencing historical trauma as compared with others not experiencing the trauma. This is a rapidly developing field of study in a number of diverse fields (e.g., biology, history, psychology, public health). The biomarkers for chronic and toxic stress in these populations have been one avenue of study, and psychological analysis of the public narrative using sociohistorical methods is another. Historical trauma 699164J HLXXX10.1177/0890334417699164Journal of Human Lactation editorial2017 Considering Inequities in Breastfeeding has affected breastfeeding women in many ways yet to be completely understood.
Studying the affects of structural racism and historical trauma are important ways that we can better understand the world as it is and how we might make meaningful change, which is the outcome we all strive to make happen. Criticisms of research conducted using these approaches point out that they focus on the negative and do not take into consideration what is working well and how adversity can build resiliency. In this issue (Barbosa, Masho, Carlyle, & Mosavel, 2017) and in our last issue (Gross, Davis, Anderson, Hall, & Hilyard. 2017) , researchers examined African American women who, despite the odds against their breastfeeding successfully, do so for extended periods of time. The theory guiding this approach, positive deviance, is further explained and explored in the Commentary by Dr. Becky Spencer in this issue. The resilience of breastfeeding mothers is frequently seen in clinical practice and has been minimally researched in meaningful ways that provide guidance for both practitioners and program planners. This is another area where we require a better evidence base.
Research needs to have application to practice. Improving practice is the best reason to do research-some would say the only reason to do research. In the field of lactation, we need much more research conducted within those fields that we traditionally equate with breastfeeding research (e.g., basic and health sciences) and in those fields that are equally important but less often focused on breastfeeding research (e.g., humanities, women's studies).
Michele Griswold (2017) , in our Advocacy column in this issue, summarizes this need well, stating that it "requires us to develop knowledge surrounding conditions that restrict breastfeeding across social strata and to move in the direction of a more equitable distribution of opportunities for human beings to thrive" (p. 417).
